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We thank Froelicher for the opportunity for this dialogue (we 
apologize for the two typographical errors). 
Our major finding was that by using clinical risk stratification- 
namely, the presence or absence of pulmonary congestion-we 
could identify a group with a mortality risk so low that early low 
level exercise testing was of no value in further stratifying patients. 
Other studies (l-4) have found pulmonary congestion to be an 
important determinant of risk. Why this does not appear to be the 
case in the Veterans Administration population is not clear; that 
population [Ref 2 of Froehcherl appears to be uniaue. smith an 
unusually high postinfarction mortality rate. Our 2 year mortality 
rate in the patients with non-Q wave infarction who exercised was 
5%. It may be that other factors, not measured, such as adherence 
to a healthy life-style after discharge or cessation of smoking (51, 
distinguish the Veterans Administration patient population from the 
population of other studies. 
In our high risk group. with a mortality comparable with the 
overall mortality in the Veterans Administration group, ST depres- 
sion with exercise was an important prognostic factor. Our data 
with the individual patient must answer is wh 
patient at low enough risk that further evaluar+n is not required. 
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